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ry THERE can be no doubt that nervous and mental diseases 
always have been experienced by members of armed 
forces in all wars but it is only in very recent wars that 
a well-organized and specialized neuropsychiatric serv- 
it ¢] ice was given the opportunity to serve as a component 
part of the medical department in any army, and have the privilege to 
examine and treat soldiers ill with nervous and mental diseases. 

“It was during the Russo-Japanese War of 1904-1905 that the Rus- 
sians developed the first army medical service in which mental cases 
were treated by specialists, both at the front and upon return to home 
territory. During World War I and just prior to our entrance into the 
war, the Surgeon General of the United States, having in mind the 
desirability of being prepared at the earliest possible moment to deal 
with the new and formidable problem of war neuroses, invited a com- 
mittee of civilian neuropsychiatrists to Washington for a conference on 
the subject. It is interesting to note that the three members of the 
committee were from New York City. 

The committee visited the army camps on the Mexican border to 


* Read before the Combined Meeting of The New York Neurological Society and Section of Neurology 
and Psychiatry of The New York Academy of Medicine, October 6, 1942. 
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study the provisions made in the United States Army, as then consti- 
tuted, for the diagnosis of, and the care and treatment of soldiers suf- 
fering from mental diseases. 

A member of the committee visited Canada in quest of information 
concerning the management of the numerous problems arising out of 
the presence of mental and nervous disorders among soldiers. 

Another member was sent to England to secure first hand, the 
most recent information as to the British and French methods of deal- 
ing with war neuroses in and near the theater of operations, to make 
observations on these methods, and to confer with medical officers in 
the British War Office. 

The foremost recommendation in this report called for rigid exclu- 
sion of all insane, feeble minded, psychopathic, and neuropathic individ- 
uals from the forces which were to be sent to France and exposed to 
the terrific stress of modern warfare. By the adoption of an exclusion 
policy it was believed that the difficult problem of caring for mental 
and nervous cases in France would be reduced and military efficiency 
be increased. 

Army regulations made no provisions for neuropsychiatrists and it 
was also recommended that the psychiatrists and neurologists be medical 
officers of the army. Soon hundreds of neuropsychiatrists were com- 
missioned and recommendations made as to rank. These officers func- 
tioned to exclude the nervous and mentally unfit from military service. 
They were placed on duty at hospitals, camps, cantonments, posts, 
ports of embarkation, disciplinary barracks, both in this country and 
France. With the American Expeditionary Forces they coéperated in 
connection with combat troops, general and special hospitals, court- 
martials, classification boards and prisons.”* 

At the present time, in World War II, although the Medical Advis- 
ory Boards of the Selective Service System continue to function, prac- 
tically all of the psychiatric examinations are made by psychiatrists of 
the Army Induction Boards, and frequently the final decisions made on 
registrants is rendered by the regular army, particularly by the quali- 
fying officers in the determining board. 

Neuropsychiatrists are assigned in the various camps in the United 
States, but I am not qualified at the present time, to state to what units 
or organizations neuropsychiatrists have been assigned in the American 


* From The Medical Department of the United States Army in the World War, Volume X. 
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Expeditionary Forces. I am of the impression that the neuropsychia- 
trists assigned to the camps are overburdened whereas the average high 
school students could probably do the work that physicians are now 
assigned to do in the Draft Boards. 

I have thought that it might be of interest and value to learn of the 
experiences of some of the neuropsychiatrists who served in World 
War I, of others who are serving in the present war, and of one who 
has had much experience as a consultant in a United States Veterans’ 
Hospital. I have communicated with these men and in the following 
paragraphs present the substance of their responsive letters: 

* * % % 

Dr. Samuel W. Hamilton was one of the first commissioned neuro- 
psychiatrists who served in the first World War. He writes that it hap- 
pened to be for him one of those rare occasions when an amateur mili- 
tary man has a chance to express his preference. Not wanting the war 
to end without having seen something of it, he asked to be sent abroad 
early, and the order that called him to duty sent him abroad. He thereby 
missed the benefit of examining the men in the draft, which all of his 
friends say was a very valuable experience. 

The experience at a British hospital, where the severe psychoneu- 
roses were under treatment was valuable. Perhaps it could have been 
organized to be still more valuable. The only lesson that he could draw 
was that medical officers are not afraid to work, and that any courses 
given to them should assume their desire and their capacity to study 
earnestly the new problems. He wishes that more of our colleagues 
were in British and Russian hospitais now. 

He spent about six months with a division. It was a fine division 
and the division surgeon was very pleased to have consultants in any 
specialty assigned to him and was ready to give them a free hand if 
they wanted to work. Of course they did. It was indeed a valuable ex- 
perience. A number of the men who had been trained in the camps at 
home came over later and he could see that they were doing a better 
job as division psychiatrists than he was. This is another reason for giv- 
ing our men stiff training at home. Thus far he has not heard that any 
of our colleagues in this war has been appointed a division psychiatrist, 
but he hopes that some will have that experience even though the divi- 
sion may be quite different in organization than in the last war. The 
same kind of men make it up and emotional problems will need the 
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same kind of attention. It is said that with the present type of warfare 
the organization of medical work at the front is considerably different. 
At any rate the need exists and he hopes our Army Medical Corps will 
meet that need. It may be remembered that the prize essay printed in 
the magazine The Military Surgeon on the future organization of 
the division left but two specialists in the division—the orthopedist and 
the psychiatrist. ‘his essay was written by a man who as division sur- 
geon had not been especially friendly to the idea of having a psychia- 
trist, but had lived to learn. 

Late in July 1918 Dr. Hamilton went to an army corps. Historically, 
Edwin C. Zabriskie and he were the only corps psychiatrists. He bows to 
Dr. Zabriskie’s superior ability in this as in many other matters—Zabriskie 
served two corps simultaneously and he served only one. 

The work was very interesting as one and another division came 
into the corps. The corps consultant had to get acquainted with the 
division surgeon and some of his ranking aides and then make sure that 
the division psychiatrist knew what was expected of him and had a 
chance to do it. A quite well-intentioned division surgeon might locate 
the division psychiatrist at such a place that he would miss seeing a 
large part of the casualties. The corps psychiatrist was not confined 
entirely to administrative work, for there were corps troops aside from 
the divisions that came and went, and it was desirable to hunt up these 
corps troops, discuss matters with their medical officers and develop 
in them the same attitude toward mental casualties that the division 
psychiatrist was developing in his organization. The lesson that he 
would draw is that the army corps should have a psychiatrist. He needs 
to be very mobile and will have no difficulty in being very busy. 

His last important assignment was psychiatrist to the Army of Oc- 
cupation. The fighting was over now, but there were still psychiatric 
tasks to do. Since the fighting was over and the period of parades had 
come, it was necessary to remove from the divisions a considerable 
number of men who for various reasons could not parade well. Some 
of them were feebleminded; they had been fitted into various jobs that 
they could perform well, but now with regret they were called out and 
sent home. The division psychiatrist had this task and the army con- 
sultant again was responsible for seeing that there was opportunity to 
do the work rightly. Then there were army troops as well as corps and 
division troops and the army consultant was responsible for their mental 
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health. ‘he army had hospitals and in two of them they set up neuro- 
psychiatric units. Their work was studied and steps taken to relieve 
them of unnecessary obstacles. Arrangements had to be made also to 
send their patients to the coast under proper supervision. Obviously, 
every body so large as an army needs a psychiatrist even when it is 
static and much more so When it is in the field. 

* %* a * 

Dr. Louis Casamajor who served as a hospital consultant in the 
AEF writes that the old fellows can reminisce about the last war ad 
nauseam but he cannot see to what good. He sees no benefit in writing 
to me about the AEF because he says I know more about that than he 
does. However, he can say something about the BEF. 

When The Presbyterian Unit got with the BEF in Etretat no one 
there ever heard of a neurologist or psychiatrist in a military hospital. 
He took over a general medical ward and saw what neurological and 
psychiatric material they had for him on the side. The neurological ma- 
terial was mostly peripheral nerve wounds and there was important 
work to be done there but not much of it. Psychiatry was practically 
non-existent. | 

He remembers, however, an officer with psychiatric problems—a 
fine chap named Brooks of the Royal Engineers who came down the 
line with “shell shock.” He was a typical anxiety neurotic who had 
blown up after three years in the line. Personally he was a fine fellow 
who had blown up after having been through a high grade variety of 
Hell. There were a series of psychotherapeutic talks in which the scare 
factor of his neurosis was shown. After about three weeks he went back 
to his company, in September 1917. “I got a letter from him in Decem- 
ber of that year in which he said he had been able to help a number of 
men with what he had learned from us. He also remarked in his letter 
“If this bloody Army knew what it was doing they would have you 
up here with us instead of back there at the base.”” What he meant to 
say was that he believed that psychiatry was of more value at the front 
than in the back areas where usually it was too late. He was killed in 
March 1918.” 

* * Bg * 

Dr. Frederick W. Parsons, who was division psychiatrist of the rst 
Division, AEF, one of the finest fighting organizations in Europe, feels 
that it is fitting that neuropsychiatrists today draw on the experiences 
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of the last war even though the combat conditions are likely to be very 
different from what were experienced 25 years ago. 

About all that can be visualized now is that the neuropsychiatric 
service will have to be adjusted to what is possible. It is doubtful if 
psychiatrists with the troops will have stable psychiatric facilities in 
which to work. In France, until the end was approaching, the war was 
one of fixed positions, making it possible to have one’s facilities stabil- 
ized. It became known where help in neuropsychiatric cases was located 
and what was there provided largely depended on what the higher of- 
ficers believed was desirable. Sometimes the intention of those who 
decided what, where and how much seemed largely devoted to 
thwarting. 

One important opportunity for neuropsychiatric services in war 
time is the position of division psychiatrist. In theory he should promote 
the mental health of the whole division, now about 15,000 men. He 1s, 
in theory again, expected to spot, to treat and stiffen potential crack- 
ups and to receive first those who have actually broken; to repair the 
reparable and to evacuate those not likely to recovery speedily. 

No reasonable person can expect one man to do all this. Even with 
the best help from the division surgeon, with the sincerest interest and 
assistance of the line officers, he can spot only a few, can help only a 
portion of those reported to him as becoming unfit, and relieve only a 
small percentage of those who actually collapse. 

Under combat conditions a half dozen physicians in an advanced 
station may evacuate 1,500 casualties a day. The psychiatrist, if there, 
probably will be doing dressings, giving first aid, and assisting in the 
transfer to base hospital during every waking moment and the few 
mattresses on the ground cannot be devoted to the neuropsychiatrically 
disabled. ‘The result is that with a mass of wounded men, the neuropsy- 
chiatric cases take a long ride to the rear, again to come into a crowded 
hospital with busy physicians first devoting themselves to those with 
obvious wounds. The physically indisposed and the neuropsychiatric 
cases come last. 

It is fair to assume that similar conditions will be experienced in our 
troops when actual combat begins. It isn’t likely that trench warfare 
with fixed positions held for months and sometimes years will be re- 
peated. Then, the rear area could be a quiet zone and a base hospital 
50 or 60 miles behind the lines was relatively safe. No realistic person 
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thinks now that the sick and injured will be permitted to convalesce 
in comfort. 

It 1s likely that the conditions to be met will in no substantial meas- 
ure approach those of the last war. Even then, without much official 
support (there were glaring exceptions), the neuropsychiatrists cannot 
say they met the situation fully and all they now have to do is to repeat 
the efforts of the last war. It behooves them to admit their failures. We 
can take comfort by realizing that the surgeons did not save all of their 
cases and pneumonia victims died under the care of the internists. Today 
surgeons have a better technique and the internists deal more effectively 
with pneumonia, and the neuropsychiatrists will do better with their 
cases if they have a chance to work with them. What opportunities will 
be afforded? Perhaps better than the last war as things may work out 
but for that hopeful outlook they do not have much to stand upon. 
All they can do now is to look back to 1918 and see what lessons may 
be drawn. | 

If one were to say that mistakes were made there would be no dif- 
ference of opinion. When, however, one asks what mistakes were made, 
there might be a variety of responses. It is judged that many, perhaps 
all, would agree that there were men in the combat forces who never 
should have been there, men constitutionally predisposed to a neuro- 
psychiatric calamity. They were bound to break and never should have 
been exposed to the strain. Substantial agreement would be had to the 
allegation that the neuropsychiatrists had but little official support from 
their immediate superiors. There were striking exceptions but many 
neuropsychiatric officers were merely tolerated. Then, early in the war, 
successes in the neuropsychiatric field in the AEF were not outstand- 
ingly impressive. Later they improved but by that time the end of the 
war was in sight and that in itself did more for the men than did the 
professional care which unquestionably was improving. 

Dr. Parsons expects that most of us will say that one important mis- 
take was delay in getting specialized care. If a neuropsychiatrically dis- 
abled person can lie comfortably in bed in a good base hospital with only 
the sympathetic care of a regular practitioner for two weeks, he is almost 
sure to be a total loss to the Army and of not much use to himself or 
his family. At the end of two weeks he will have consciously or uncon- 
sciously justified his presence in the hospital. Then the neuropsychiatrist 
has a job on his hands as you well know. Conspicuous success was had 
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in treating neuropsychiatric cases in a few huts within sound of the 
guns. There, a few hours after a neuropsychiatric upset while in the 
trenches, surrounded by men likewise disabled, the soldier had neuro- 
psychiatric encouragement, a hot meal, a long sleep, and the next day 
was better. After a rest of a day or two, a substantial number could go 
back. All were bucked up by this speedy return and the soldier had not 
lost face. That lesson should not be forgotten. 

So we at least know three mistakes to avoid: 

1. The mistake of poor selection. 
2. The mistake of official apathy. 
3. Ihe mistake of delayed treatment. 

The mistake of poor selection, in the main, has been and 1s being 
repeated. Our country is large, the psychiatric resources though great 
are not evenly spread. Admittedly, in large sections there are but few 
physicians competent to give psychiatric advice. Generally these large 
areas are thinly settled so that they produce few recruits. The great 
bulk of our soldier man power comes from the North and Middle Atlan- 
tic Seaboard, from the rich centers of the Middle West and the socially 
minded Pacific Coast. Probably more than 75 per cent of our soldiers 
could have decent psychiatric screening. For the State of New York 
the selection is probably the best in the country and this group knows 
what is left undone. Poor screening at Induction Boards can be partially 
compensated for by careful weeding during the early weeks of train- 
ing. Recently a plan was proposed whereby the non-commissioned 
officers make check marks against neuropsychiatric symptoms expressed 
in soldier’s language, on a card which goes to the psychiatrists. There 
may be merit in such a plan, for the men themselves know who among 
their associates needs psychiatric attention. If the line officers encour- 
aged the non-coms, some decent plan might be evolved. 

Official apathy prevails and perhaps it is the fault of the neuropsy- 
chiatrists. Maybe they over-exaggerate the importance of neuropsychia- 
try in a war-torn world. It is possible that performance falls short of 
promise. So far as official apathy is concerned, they comfort themselves 
by realizing it is not getting worse. The tendencies will be toward a 
greater appreciation of the need for neuropsychiatric service and if 
they perform, full recognition will come. 

Now, so far as concerns the mistake of delayed treatment of the 
battle casualties, they can leave that to those who know what the 
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battle conditions will be and in an Army scattered in four directions 

these will not be uniform. All they can do now is to hope that facilities 

will be provided and that the neuropsychiatrists have an opportunity to 

avoid the hazards of the first few days of neuropsychiatric disability. 
* * * * 

Dr. A. A. Brill writes that, notwithstanding all that we have been 
hearing about the increase of neuroses as a result of the war, he fully 
agrees with Kraepelin, Bleuler, and all the others who maintained that 
despite the great hardships, the most intensive psychic traumas, as well 
as brain injuries, there was no increase in the neuroses as a result of the 
war. It might interest you to hear how he came to this conclusion long 
before he heard and read what was said by these great psychiatrists. 

“In May 1917, some months before we entered the first World War, 
an English army officer—a case of “shell shock”—came to me for treat- 
ment directly from the battlefront. He was accompanied to this coun- 
try by a friend, who came with him to my office. Following one of the 
big “drives,” the patient was found in an unconscious state under the 
debris of a building which was demolished by an explosion. Except for 
a superficial scar on the back of his neck, no organic injuries were 
found. Yet, for about two weeks he was in a semi-conscious mental 
state, and when this disappeared, he showed marked tremors, especially 
in his arms, and general anxiety. After about two months of hospitaliza- 
tion in France and in England, a military medical commission recom- 
mended that he take a vacation far from the scene of war, in Canada 
or in the United States. A member of the commission, a Dr. Russell, 
suggested that in the event he chose the States he should consult me 
in New York, I was quite flattered when he told me this, for I was 
still at an age when one is pleased by recognition from an unknown 
colleague. 

“The patient was born in Scotland and brought up in Australia; he 
was 43 years old and married. He had been in the British Army for 
many years before the war, and as far as he knew, he was never neu- 
rotically ill. His main symptoms were marked sensitivity to sounds, 
tremors, and anxiety, which was still in a free floating state, although 
some of it expressed itself in phobias and in somatopsychic feelings. 
He was very timid about meeting people, so that for the first two 
months he spent most of his time in his room, leaving it only for 
meals and for visits to me. As he had only four months’ leave, and 
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hence, could not be treated by psychoanalysis, I resorted to other psy- 
chotherapeutic measures to help him to get back to the front. After 
about two months’ treatment, he showed considerable improvement 
and, encouraged by me, he put on his uniform and began to move about 
in the city. One evening in July, my family being out of town, | asked 
him to dine with me. After a few drinks he spoke more freely than he 
ever did in my office (for a quick transference nothing is more efficient 
than a good dinner with a little alcohol). In the midst of his talk he 
suddenly opened the back of his wristwatch, took a piece of paper out 
of it, and showing it to me, said, “I carried this with me for years.” I 
was amazed when I read “Dr. A. A. Brill, 55 Central Park West,” which 
was where I once lived. He then explained that a medical friend of his 
in Australia, who had corresponded with me, often spoke to him about 
my work, and one day after he had read one of my letters to him, he 
cut off my address from it and had kept it ever since. I readily recalled 
my correspondence with this Australian colleague, who was very in- 
terested in the problem of schizophrenia. Thus, I suddenly learned 
that this man had carried my name and address in his watch case for 
at least a year before 1914, and that he had thought of getting in 
touch with me long before Dr. Russell had mentioned my name to 
him. In brief, this patient had been neurotic for many years before the 
‘World War, and his friendship with the medico of his regiment was 
due to the fact that the latter was interested in mental mechanisms. 
“After we entered the war, I had occasion to see many patients who 
were supposed to have become nervous and mentally ill because of 
their war experiences. In addition, I have been a consultant to the U. 5S. 
Veterans’ Hospital No. 81 since its establishment, where I have studied 
numerous cases of war neuroses; all these observations had long con- 
vinced me that nobody becomes neurotic or psychotic as a result of 
hardships sustained in wars. 
~“Much good and poor stuff has been written about war neuroses 
since the last World War, the Spanish civil war, and since the begin- 
ning of this war, but judging by the selective service classification of 
4-F, which seems to epitomize the sum of this knowledge, I must. say 
that the results are poor to say the least. Thus, 4-F excludes every per- 
son who has ever had a neurotic or psychotic attack, or who ts sexually 
abnormal. In the latter case the stress is laid on homosexuality. Let us 
consider the neurotics first. During the last war I observed a great many 
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psychoneurotics and some psychotics, as it were in action. Some had 
been under treatment until they entered the armed forces. Of those, 
some were conscripted and some volunteered. None of them suffered 
any breakdowns; most of them served with distinction. I can say the 
same of psychotics, especially of the manic-depressive type. I have in 
mind two cases—one volunteered while he was in a depression because 
he welcomed the idea of being killed. The other joined up while in a 
mild manic state. The former soon got over his depression and went 
through the war unscathed. The second one, a patient who was also 
seen by Dr. Floyd Haviland, later boasted to us that he had a wonderful 
time. As he put it, “It was just as if you went out shooting rabbits.” 
Yet, when I first heard that those patients were in the armed forces, I 
was frankly worried; I wondered what would happen to them. Since 
the first World War, I have seen many neurotics and psychotics, who 
had gone through the war and claimed that they felt better during 
that time. Accordingly, since we entered this war, I have been guided 
by the following rule: All those who say that they are afraid to go into 
the army, or ask me whether they should go or not, I invariably advise 
against it. For experience has taught me that they cannot maintain them- 
selves where strenuous effort is required. However, I have in mind 
three exceptions—men who came for treatment because they were 
afraid, and have joined up after a few months’ treatment, and so far, 
are doing well. All of them have been advanced to commissioned of- 
ficers. On the other hand, those of my former patients who wished to 
go, never asked my advice. | discovered it from parents or relatives, 
or if they called on me, it was to make sure that I would not stand 
in their way. So far, all of them are doing very well. 

“I, therefore, object to the sweeping regulation that anyone who 
has ever suffered from nervous or mental diseases should ipso facto 
be excluded from the armed forces. Most neurotics make excellent 
soldiers. I might add that most excellent soldiers are neurotics. 

“I feel the same concerning the exclusions of homosexuals from the 
armed forces. In the first place, it is practically impossible to enforce 
this regulation. I happen to know that during the last war there were 
many homosexuals in the armed forces, who were excellent soldiers, 
and I know that the same situation prevails also in this war. There never 
was an army or a navy, wherein there were not many homosexuals. 
An overt homosexual cannot make a normal man into a homosexual. 
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Anyone who knows the psychology of this sexual anomaly is well aware 
of this. Moreover, most homos are decent well-behaved individuals, who 
control their sexuality in the same way as the self-respecting hetero- 
sexual. If we had sufficient psychiatrists well-versed also in psychosexu- 
ality, there would be no need for classification 4-F.” 

* * * * 

A member of this society, Norman Q. Brill, Major, M.C., who is at 
the present time Chief of Neuropsychiatric Service, Station Hospital, 
Fort Bragg, North Carolina, writes that perhaps the most outstanding 
experience he has had in his military psychiatric experience which now 
is of sixteen months duration, has been the discovery of the existence 
of a tremendous psychiatric awareness in field units as well as in hos- 
pital organizations, in line officers as well as in doctors. Military medi- 
cine seems to have far.surpassed civilian practice in the willingness to 
recognize functional and mental disorders. Major Brill continues: 

“This seems to be so different from everything I have read about 
World War I medicine. Pearce Bailey related how neuropsychiatry 
interfered with established military routine and order. He told about 
officers complaining that if specialists did not cease eliminating the un- 
fit, there would be no army left. ‘It was felt that training which trans- 
formed poor physical specimens into robust fighters could do the same 
for those who had nervous or mental disorders. Recommendations for 
rejection or discharge were often waived by line officers. Because the 
nervous and mentally unfit were greatly embarrassing the American 
Expeditionary forces, General Pershing had to urgently cable the Chief 
of Staff that more extensive effort be made to eliminate such men.’ 

“The situation now appears to be quite changed. Upon arriving at 
Fort Bragg and reporting for duty, I was ushered into the Surgeon’s 
office and introduced with the remark “Here’s a nut picker.” This seem- 
ing lack of proper respect for a neuropsychiatrist was more than com- 
pensated for by a rather wholesome welcome from the General who ar- 
ranged for me to be put to work promptly. I have not stopped working 
since. 

“At present, we have five neuropsychiatric wards with a bed capa- 
city of approximately 130. This represents a miniature state hospital 
and neurological institute. Four of the wards are ‘closed’ and are for 
psychotic patients. Four other men and myself constitute the neuro- 
psychiatric section. All the men are well-trained and the work is shared 
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equally. I might add that the oft repeated complaint of men being mis- 
used and not assigned in their own specialties can receive no support 
here. Every psychiatrist regularly assigned on the post 1s practicing 
psychiatry. 

“Nor are we in want for things to do. We are charged with thor- 
oughly working cases up and disposing of them. While medical and 
surgical cases which require prolonged hospitalization may be trans- 
ferred to general hospitals (ours is a station hospital of two to three 
thousand beds), we must dispose of all our patients locally. ‘This means 
making arrangements with State hospitals, relatives, and veterans’ hospi- 
tals. Informal staff conferences are held on problem cases and all psy- 
chotic patients are examined by a board of officers prior to discharge. 

“In addition to the ward work, consultation service which is prob- 
ably the more important, is rendered. Daily numerous consultation re- 
quests are submitted from all the other sections of the hospital. Before 
the pressure of work became so great, we would see many patients who 
complained of inability to perform duty because of flat feet. We quickly 
discovered that their disability was more often of psychogenic origin 
than of orthopedic origin and jokingly referred to these cases as “flat 
heads” rather than “‘flat feet.” 

“The cases of neurocirculatory asthenia, and there are many, are 
seen in conjunction with the cardiologist. We have more than our 
share of psychoneuroses of all varieties and descriptions, and it is inter- 
esting that once again the Charcot types of conversion hysteria are 
making their appearance. Bizarre gaits, hysterical convulsions and para- 
lyses, amnesias, etc., constantly try our patience and skill. 

“A majority of the many psychoneurotics and psychotics we are 
called upon to see, give a history of previous similar disorder prior to 
induction or enlistment. Their reactions do not appear to be specific 
for war, and in the relative quiet and peace of a training camp, far 
removed from the theatre of operations and areas of combat, numer- 
ous cases are seen which in World War I were apparently mistakenly 
called shell shock. 

“One has a wonderful opportunity to observe the variations in “ad- 
justment thresholds” of different individuals. 

“It is understandable how men, without previous military experi- 
ence, drawn from every conceivable walk of life, and thrown together 
and subjected to the same discipline and routine, in making such a 
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rapid and violent adjustment can break down. Nevertheless, it is in- 
teresting to witness the fact that many of these individuals, on ques- 
tioning, frankly admit that they are no worse for being in the army— 
that they “have always been that way.” 

“We see numerous epileptics who truly arouse our sympathy. So 
unlike the psychoneurotics, these men almost without exception plead 
to remain in the army, and as if they had committed some crime, beg 
for another chance. One cannot help thinking about their sad plight 
and wishing for some cure for them. The epileptic personality so fre- 
quently mentioned, is not in evidence in these men. In between attacks 
they are good soldiers, conscientious and willing. Unfortunately, but 
not without reason, they must be discharged. 

“Though we have seen a considerable amount, the organic neuro- 
logic disorders have been relatively rare. I have already told Dr. Brick- 
ner how, over a period of one year, we did not encounter one case of 
multiple sclerosis. Recently we have seen two or three. I can assure you 
that they were not overlooked and I hope not misdiagnosed, for I have 
been on the lookout for them. I doubt if their absence can be com- 
pletely attributed to careful screening by induction boards, for all do 
not have expert neurologists and other cases with obvious organic dis- 
ease of the nervous system have been passed through. For example, we 
have encountered some soldiers with Parkinsonism, several with hemi- 
paresis and oddly enough, four cases of typical myotonia atrophica. 
There have been occasional cases of brain tumor, post-traumatic epi- 
lepsy, acute meningoencephalitis, etc. 

“All this, however, was to be expected. What is unusual is the fre- 
quency with which our opinions are asked concerning disposition of 
patients and reclassification and special assignments of soldiers. It is 
gratifying to see how our advice is followed. 

“Men who have committed serious breaches of behavior are fre- 
quently referred from field outfits for psychiatric consultations before 
charges are pressed—on the assumption that ‘there must be something 
wrong with them.’ It is this attitude which is encouraging for the fu- 
ture of psychiatry. 

“Before a soldier is brought before a court martial, the officer in- 
vestigating the charges is required to consider the prisoner’s mental 
status, and observation and study is recommended when indicated. 

“‘Non-medical officers are alert to abnormalities in behavior, mental 
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retardation and signs of nervousness. We need no publicity agent. All 
seem only too anxious to utilize the psychiatric facilities which are 
available. They have learned how much we can help them. 

“The Surgeon General has stated that ““The Army is in no sense a 
social service or curative agency. It is to be considered neither a haven 
of rest for wanderers, nor a corrective school for misfits, n’ér-do-wells, 
feeble-minded persons or chronic offenders . . . men who present be- 
havior problems in the civilian community will certainly present in- 
tensified problems in the service.” How true this is! 

“General Coburn, the Surgeon at Fort Bragg, remarked to me once, 
how important the psychiatric service was to the army. This indeed 
represents progress when one considers how in civilian life in some 
places, psychiatry is still struggling for a place in the sun in the medi- 
cal world.” 

* * * * 

My own experiences differed somewhat from those of the neuro- 
psychiatrists just read. 

On August 11, 1917 when active in civilian practice, orders were 
received to report immediately to the Medical Officers Training Camp 
at Fort Benjamin Harrison, Indiana, where specialists and general prac- 
titioners were assembled for intensive training. 

The training at Benjamin Harrison proved invaluable in later ad- 
justment to army life, in cantonments and in a combat division in 
the AEF. 

Instruction was given in regular army tactics and manoeuvers, the 
function and duties at the many army hospitals, the actual erection of 
a tented Field Hospital, and intensive study of the School of the Soldier 
and the School of the Officer. 

After leaving Benjamin Harrison, I reported to Dr. Hutchins who 
was chief of the neuropsychiatric service in the 81st Division at Colum- 
bia, South Carolina. At that time there was an extremely serious epi- 
demic of epidemic cerebrospinal meningitis in camp, and although the 
disease stands on the borderline between general medicine and neurol- 
ogy, I was placed in charge and told that particular emphasis should 
be placed on the prevention of its spread. No opportunity was given, 
nor was there time to study the nervous and mental diseases in camp. 

In a few months, upon my request, orders were issued assigning me 
to St. Elizabeth’s Hospital in Washington, to study the nervous and 
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mental diseases, under the supervision of Dr. William A. White. The 
training at St. Elizabeth’s was invaluable. 

Working in Washington, and in close proximity to the Surgeon 
General’s Office, I soon received orders to go abroad and report to Dr. 
Thomas W. Salmon, Chief Consultant in Neuropsychiatry of the AEF 
in France, for duty as division psychiatrist of a combat division. Upon 
reporting to Dr. Salmon at Savenay, France, he said he wished to talk 
with me and we entered a small room in a barracks, where he spent 
much time explaining the duties of a division psychiatrist and said that 
upon reporting to the division surgeon, my welcome might or might 
not be cordial, but to adhere to his, Dr. Salmon’s, instructions. 

His instructions were concluded with what seemed to me a psycho- 
logical end rather than an approach, by stating that at the front I might 
not receive a scratch or I might have my head blown off. 

Rank means much in the army. The division psychiatrist holds the 
rank of major and upon presenting my orders to the acting division 
surgeon, who also held the rank of major, the first information he 
desired was whether he outranked the psychiatrist and upon obtaining 
the information that he did by two weeks, we carried on quite well 
for the duration of the war. 

The division psychiatrist was placed in charge of the nervous and 
mental cases in the Field Hospital, but it was soon realized that the 
greater number of cases were being sent farther to the rear and not 
to the Field Hospital. In Dr. Salmon’s instructions to me, this was one 
of the conditions he wished stopped. 

The division surgeon was consulted and privilege given to circulate 
in the division and converse with groups of regimental commanders and 
surgeons, company commanders, top sergeants, and other non-commis- 
sioned officers who were always in close contact with the men. 

It was explained to these officers that all nervous and mental cases 
were to be seen by the division psychiatrist either in their units or 
were to be sent to the Field Hospital for observation and treatment, 
and none were to be sent to the rear unless so ordered by the division 
psychiatrist. Splendid codperation was obtained with the result that 
over 40 per cent of the men ill with neuroses were returned to their 
combat units and fought as bravely as the men who had never expe- 
rienced a neurosis. 

Then there was the soldier who had fought hard and long and who 
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could always be relied upon by his company commander, but who 
began to eat and sleep poorly, to lose weight, and seemed to have 
slowed up and become less interested. He was becoming less efficient 
in his work, and mixed less with his buddies. On examination. it was 
revealed that he was slightly depressed and extremely fatigued. 

On one occasion the division psychiatrist collected about 200 of 
these men and decided to take them out of the division for a two weeks 
complete rest. He felt that they were the potential or preneurotic 
cases and soon would become quite fixed neuroses. 

There was no room on the neuropsychiatric service in the Field Hos- 
pital for this large number of men and they were taken by the psy- 
chiatrist in trucks to Neurological Hospital No. 3, several miles to the 
rear. There was much eyebrow raising by the staff as they witnessed 
the men jump out of the trucks and await admission to the hospital. 
They were accepted on my diagnosis of mild depression and fatiguabil- 
ity. They received much needed rest in a quiet environment, mild ex- 
ercise, excellent hot food, and good sleep. In two weeks time, they 
were back with their companies, refreshed and very grateful because 
they were again in excellent health. 

Many years later, I was criticized by a member of the staff for 
having loaded the hospital with these non-neuropsychiatric cases, but in 
my opinion this was practicing preventive medicine in psychiatry at 
the front. 

The Major General commanding the division, had a good insight 
into the neuropsychiatric problems in a combat force and on one occa- 
sion the general sent for the division psychiatrist to report to him per- 
sonally at headquarters. The general was not entirely satisfied with con- 
ditions in certain units in the front lines and suspected that some of 
the officers were fatigued or nervous. He ordered the division psychi- 
atrist to visit these units and study the conduct and behavior of the ofh- 
cers. He was to mingle, and mess with them, and obtain their opinions 
regarding the condition of the personnel in the units. Following the ob- 
servations and examinations, of all things, the psychiatrist was to report 
in person to the general and dispense with all paper work. As a result 
of the examinations and report, high ranking officers, many of whom 
had served in the regular army for many years, were relieved of duty 
to rest in the S.O.S. This experience greatly impressed the writer, for 
he had learned that no one seemed immune to a war neurosis. 
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On another occasion during fierce combat in the Meuse-Argonne 
Offensive, a division psychiatrist was stationed at a triage or sorting 
station situated at a cross-roads, where ambulances could receive the 
wounded and ill and take them to various hospitals for treatment. It 
was necessary to write the diagnosis and destination on tags attached 
to the soldiers. ‘The shelling of the cross-roads by enemy artillery was 
terrific, and this psychiatrist developed a coarse tremor of the hands 
of the greatest amplitude, both upon intention and at rest. This tremor 
did not cease until the day’s work was over and he returned to the Field 
Hospital. ‘The division psychiatrist who involuntarily demonstrated. this 
tremor was myself. 

The mild psychoses and war neuroses were treated by using per- 
suasion, suggestion, almost constant personal attention, hot food, rest, 
and sedatives to induce sleep at night. 

Many incidents which occurred in the division aided in the treat- 
ment and recovery of the neuroses. One in particular was on the day 
that Sergeant York, a soldier in the division, almost single handed, 
brought in his string of German prisoners. This remarkable feat rapidly 
circulated throughout the division, and the division psychiatrist lost 
no time in using it for therapeutic purposes. 

After the armistice was signed, I was sent to Germany with the 
American Army of Occupation, to serve as Chief of Neuropsychiatric 
Unit No. 1, Evacuation Hospital, No. 16 at Coblenz. The hospital was 
new, modern, and had an excellent hydrotherapy department. After 
many months in fields and forests, I greatly appreciated the bathing 
facilities but was very conscious of the fact that I was now many miles 
farther removed from home. 

The neuropsychiatric service was organized and directed as in large 
general hospitals in the United States. The most common psychoneu- 
rotic illness seen was a nostalgia with a mild depression or melancholia. 
Psychoses were treated. Epidemic encephalitis, cerebral vascular acci- 
dents, and alcoholics were also treated. 

Therapy was not too successful because the hospital was only one 
block distant from the depot, and hospital trains arrived twice a week 
to remove the ill from Germany to the United States. The patients 
realized this, and I became convinced that the best therapy was dis- 
charge from the hospital with destination the United States. 

When I received orders to return to the United States via Brest it 
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was necessary, in order to secure passage on a vessel, to assume charge 
of a group of neuropsychiatric cases, and take them to Army Hospital 
No. 1 in New York City. The types of cases were quite different from 
those examined and treated during actual combat. The group was made 
up of homosexuals and syphilophobias. 

During the present World War II, as a member of a Medical Advi- 
sory Board I have disqualified for military service 80 per cent of the 
registrants examined. This high percentage of disqualifications is pos- 
sibly the result of the experience gained in World War I. 

In conclusion, I believe that the same neuropsychiatric problems 
will be met with in this war as were encountered in World War I, and 
that when ultimately the Allied Countries win the war, no small credit 
will be due the neuropsychiatrists who sincerely and conscientiously 
have performed the many duties assigned to them. 


